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RESEARCH AND THEORY
Community Hospitals in Selected High Income Countries: 
A Scoping Review of Approaches and Models
Eleanor M. Winpenny*, Jennie Corbett*, Celine Miani*, Sarah King*, Emma Pitchforth*,  
Tom Ling*, Edwin van Teijlingen† and Ellen Nolte‡
Background: There is no single definition of a community hospital in the UK, despite its long history. We 
sought to understand the nature and scope of service provision in community hospitals, within the UK 
and other high-income countries.
Methods: We undertook a scoping review of literature on community hospitals published from 2005 to 
2014. Data were extracted on features of the hospital model and the services provided, with results 
presented as a narrative synthesis.
Results: 75 studies were included from ten countries. Community hospitals provide a wide range of ser-
vices, with wide diversity of provision appearing to reflect local needs. Community hospitals are staffed 
by a mixture of general practitioners (GPs), nurses, allied health professionals and healthcare assistants. 
We found many examples of collaborative working arrangements between community hospitals and other 
health care organisations, including colocation of services, shared workforce with primary care and close 
collaboration with acute specialists.
Conclusions: Community hospitals are able to provide a diverse range of services, responding to geo-
graphical and health system contexts. Their collaborative nature may be particularly important in the 
design of future models of care delivery, where emphasis is placed on integration of care with a key focus 
on patient-centred care.
Keywords: cottage hospital; primary care; health systems; service delivery models; integration; primary/
secondary care interface; community hospital
Key policy messages
• Community hospitals cover a diverse range of ser-
vices in their communities; this makes it important 
for policy-makers to be clear about what they mean 
when they talk about community hospitals.
• Community hospitals can perform an integrative role 
in local service provision, through close working with 
primary care services and with acute hospitals, which 
may be particularly important in the design of future 
models of care delivery.
• New technologies including telemedicine and videocon-
ferencing can enhance the capability of community hos-
pitals to deliver an increasingly diverse range of services 
in the community, supported by specialist providers.
• There is considerable potential for cross-country 
learning to help improve health service delivery.
• Further evidence is required on the (cost-) effective-
ness of delivery of particular services in community 
hospitals compared with other locations.
Introduction
Community hospitals have been an established compo-
nent of health care provision in the United Kingdom (UK) 
for many decades, frequently evolving from small ‘cottage’ 
hospitals, which predated the formation of the National 
Health Service (NHS) in 1948 [1]. Community hospitals 
have typically been staffed by mainly general practition-
ers (GPs) and nurses to provide care in a hospital setting, 
often for predominantly rural populations [2]. They usu-
ally sit at the interface between primary and secondary 
care [3] and may provide a diverse range of services includ-
ing inpatient, outpatient, diagnostic, day care, primary 
care and outreach services [1].
In England there has been increasing policy focus and 
government investment into shifting the delivery of medi-
cal care to community settings [4, 5], with calls for the 
development of a new generation of community hospitals 
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and services that would be responsive to local needs and 
at the forefront of health care innovation [6–8]. The 2014 
NHS Five Year Forward View proposed new models of 
care to be developed in England which allow for integra-
tion across organisational boundaries, and highlighted 
the potential role for community hospitals in delivering 
more integrated care locally by bringing together com-
munity, primary and secondary care services [9]. Similar 
visions have been expressed in other system contexts 
[10–12]. While there is potential for community hospitals 
to assume a more strategic role in service delivery, the pre-
cise role these service structures should take is not clear.
Community hospital have been viewed in different ways, 
as stepdown facilities, as an extension of primary care, or as 
an alternative to secondary care [1]. A wider range of service 
delivery arrangements have also been described, such as 
community care resource centres, community care homes 
and intermediate care or rehabilitation units [6, 7, 13, 14]. 
There is however, a need to better understand the differ-
ent roles community hospitals can fulfil, and their capacity 
and capability to integrate or collaborate with other health 
and care services. This seems to be of particular relevance 
in the English context, where a small number of so-called 
‘vanguard’ sites for new care models have included com-
munity hospitals as part of integrated primary and acute 
care systems and multispecialty community providers [15]. 
At the same time, other community hospitals have been 
closed or face closure [16], suggesting that their strategic 
positioning within the NHS remains unclear.
Commissioned by the National Institute for Health 
Research (England), this scoping review updates a review 
by Heaney and colleagues published in 2006 [1]. It aims 
to describe different models of community hospitals in 
selected high income countries. From this understanding 
of the nature and scope of services provided and their spe-
cific functions we seek to inform the future development 
of community hospitals.
Methods
We carried out a scoping review [17] following the 
approach proposed by Levac et al. [18]. Given the broad 
range of descriptions regarding what constitutes a com-
munity hospital (see Table 1), we developed a working 
definition to guide our review. After reviewing these defi-
nitions, and having sought expert opinion from members 
of our project advisory board we stipulated that a com-
munity hospital (i) provides a range of services to a local 
community, (ii) is led by community-based health profes-
sionals, and (iii) provides inpatient beds.
We searched PubMed, Embase, Scopus, CINAHL, 
PsycINFO, British Nursing Index, HMIC, Social Care 
Online, and Health Business Elite in June 2014 for lit-
erature published since 2005, using the principal search 
terms “community hospital”, “cottage hospital”, “GP beds” 
or “intermediate care”. The full PubMed search strategy, 
which was adapted for the other databases we used, is 
shown in Additional file 1.
Three researchers (CM, SK, JC) screened titles and 
abstracts of identified records against a set of inclusion 
and exclusion criteria (Table 2), which were informed by 
our working definition. The researchers independently 
screened the same 300 records and compared their results 
in order to ensure consistency in deciding on study eligibil-
ity. The remaining titles and abstracts were then screened 
by one of the three researchers. Full texts of potentially 
eligible studies were retrieved and re-assessed against 
Definition Reference
A general practitioner community hospital can be defined as a 
hospital where the admission, care and discharge of patients is 
under the direct control of a general practitioner who is paid for this 
service through a bed fund, or its equivalent. 
Liaison Group of the Royal College of General Practitioners 
the Association of General Practitioner Community 
Hospitals Royal College of General Practitioners (1990) [2]
A community hospital is a local hospital, unit or centre providing 
an appropriate range and format of accessible health care facilities 
and resources. Medical care is normally led by GPs, in liaison with 
consultant, nursing and allied health professional colleagues as 
necessary and may also incorporate consultant long stay beds, 
primary care nurse-led and midwife services.
Ritchie (1996) [80]
Many countries have a lower tier of hospital, sometimes called 
a community hospital. These typically have 50 beds or less and 
provide basic diagnostic services, minor surgery and care for patients 
who need nursing care but not the facilities of a district general 
hospital.
McKee and Healy (2002) [81]
A service which offers integrated health and social care and is 
supported by community-based professionals.
UK Department of Health (2006) [4]
A local hospital, unit or centre community based, providing an 
appropriate range and format of accessible health care facilities 
and resources. These will include inpatient beds and may include 
outpatients, diagnostics, surgery, day care, nurse led, maternity, 
primary care and outreach services for patients provided by 
multidisciplinary teams.
Community Hospitals Association (2008) [78]
Table 1: Definitions of ‘community hospital’.
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the inclusion and exclusion criteria by one reviewer, and 
checked by a second reviewer. Disagreements or uncer-
tainties between reviewers were resolved by discussion 
within the wider research team.
Data were extracted from each study on the features 
of the hospital model (e.g. management, staffing, owner-
ship) and the specific services offered. Data extraction was 
undertaken by the three researchers with some duplicate 
extraction to check for consistency of the approach. Data 
were analysed drawing on the principles of narrative syn-
thesis, which has been recommended as the most appro-
priate approach for analysing diverse evidence [19].
Given this diversity, it was not possible to conduct a for-
mal quality assessment of the included studies. However, 
during data extraction researchers commented on the 
nature of the evidence and noted any concerns about study 
quality. Ethical approval was granted by Bournemouth 
University; no further NHS research ethics permission was 
required as this review does not involve primary research 
with human participants.
Results
Our searches identified a total of 15,555 records following 
the removal of duplicates. After initial screening of titles 
and abstracts, we considered 604 references for full text 
review, and of these, 75 studies were identified as eligible 
for inclusion (Figure 1).
The majority of studies were descriptive or used an 
observational design, while 11 studies used a randomised 
controlled trial (RCT) design. Included studies fell broadly 
into the following categories: descriptions of one or more 
community hospitals (n = 14), descriptions of develop-
ment of new facilities or procedures within a commu-
nity hospital (n = 9), reports of particular services within 
community hospitals (n = 12), studies of patients’ or fam-
ily members’ experiences of care within community hos-
pitals (n = 4), studies presenting surveys of community 
hospitals or units within community hospitals (n = 5), or 
studies reporting on specific outcomes of care delivered 
by community hospitals (n = 9).
The largest number of studies were set in England and 
Wales (n = 36), followed by Australia (15), New Zealand 
(NZ) (6), Norway (6), Scotland (6), Canada (2), Ireland (2), 
the Netherlands (1) and Greece (1).
Table 3 provides an overview of selected data from 
eligible studies, including the range of services provided 
by the community hospitals, as well as the types of staff 
involved in delivering the services. It should be noted that 
for many of the studies found, reporting of details of the 
hospital model was not the primary aim, and information 
presented here was taken from background or introduc-
tory information provided.
Range of services provided by community hospitals
Community hospitals provide a wide range of services, 
covering the whole spectrum of care provision, from pre-
ventative [20, 21] and primary care [22, 23], through to 
outpatient services [24–26], inpatient medical care [27, 
28], surgery [29, 30], minor injury [31] and accident and 
emergency care [22, 32]. Within these broad areas, there 
was considerable diversity of the types of services pro-
vided, and a number of studies further reported on the 
implementation of new and innovative types and meth-
ods of service provision not previously available within 
the community hospital setting, such as point-of-care test-
ing [23], fracture clinics [33] or chemotherapy [34].
Community hospitals that provided a wide range of 
services were common in Australia, NZ and Canada, 
Inclusion criteria Exclusion criteria
Setting High income country with comparable health care 
systems that provide universal access (ie Canada, 
Australia, NZ and high income countries in Europe)
Low- and middle- income country ; non-European 
country (except Canada, Australia, NZ)
Facility type Meets all of the following criteria:
· Provides beds
· Is led by community-based health professionals
· Provides a range of services to a local community.
Facility that offers specialist services only
GP- or nurse-led beds within secondary or tertiary 
hospitals
Outcomes A description of the nature and scope of delivery 
models or services provided
Provides synthesis and discussion of the delivery 
model only
Does not describe the delivery model or services 
provided by individual community hospitals
Study type Experimental study (randomised control study 
(RCT), cluster-randomised controlled trial, quasi-
randomised controlled trial), and observational 
study
Editorial, commentary, review
Publication type Journal article, report, dissertation, book and 
professional journal
Conference abstract, study protocol
Publication year Published in 2005 and after Published before 2005
Language All languages n/a
Table 2: Inclusion and exclusion criteria.
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Figure 1: Flow chart depicting literature search and exclusion process.
reflecting the geographical needs of these countries in 
ensuring provision of locally accessible primary, second-
ary, and emergency care services in remote rural areas. 
However, providing comprehensive services in these set-
tings was reported to be challenging, because of limited 
capacity or access to specialist expertise to deliver the 
services required to meet the needs of the local popula-
tion. For example, one study set in NZ reported that of 35 
selected medical conditions and procedures that may be 
needed for acutely ill patients, only about 70% could be 
performed in any one of a group of rural hospitals [35]. A 
cross-sectional survey of emergency departments in rural 
hospitals in Canada found that, with the exception of 
basic laboratory and x-ray services, the majority had lim-
ited access to professional and support services. For exam-
ple, only 5% of hospitals had access to a paediatrician, 
26% to a surgeon and less than one third had access to 
ultrasound equipment (28%), a CT scanner (20%) or an 
intensive care unit (17%) [36].
Studies of community hospitals in England and Scotland 
typically reported on the provision of non-acute inpatient 
services, particularly post-acute geriatric care, rehabilita-
tion services and palliative care [37–42]. Indeed, several 
UK community hospitals provide exclusively, or largely, 
non-acute inpatient care to chronically ill or older pop-
ulations [20, 38, 40]. Similarly, community hospitals in 
Ireland tend to focus on services for older people such as 
respite care, rehabilitation, palliative care long-stay facili-
ties and community-based assessment [43, 44].
Studies of community hospitals in Norway also described 
a focus on intermediate care, targeted at people who 
would otherwise face unnecessarily prolonged hospital 
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Country Number 
of papers 
retrieved
Facility  
designation
Services discussed in the literature Staffing
England and 
Wales
36 Community 
hospital
A large proportion of articles focused on 
non-acute inpatient services e.g. post-acute 
care, rehabilitation or palliative care. Fewer 
articles looked at outpatient services, urgent 
care such as in minor injury units, and acute 
inpatient care. Other services that were 
discussed more rarely include health  
promotion, surgery, mental health care, 
primary care, social care and maternity care
Care led by GPs, nurses and/or 
community geriatricians,  
supported by specialist consultants  
and other practitioners
Scotland 6 Community 
hospital
Articles reported on non-acute inpatient 
services, outpatient services, urgent care  
services, acute inpatient care, surgery,  
mental health care and maternity care.
Not reported
Norway 6 Intermediate 
care hospital 
Community 
hospital
All articles discussed provision of non-acute 
inpatient services, particularly intermediate 
care. Other services included outpatient  
services, urgent care services, acute inpatient 
care, mental health care and maternity care.
GPs, nurses and allied health 
professionals
New Zealand 6 Rural hospital Articles reported on the provision of 
non-acute inpatient services, outpatient  
services, urgent care services, acute inpatient 
care, surgery, and primary care
GPs, Medical Officers of Special 
Scale, nurses and allied health 
professionals. Visiting specialists
Australia 15 Rural hospital 
Regional hospital 
Base hospital
Articles reported on the provision of 
non-acute inpatient services, outpatient  
services, urgent care services, acute  
inpatient care, surgery, and primary care
GPs, nurses, midwives and allied 
health professionals
Canada 2 Rural hospital Articles report on provision of acute and 
non-acute inpatient care, urgent care 
services, surgery, mental health care and 
maternity care
Family physicians
Greece 1 Hospital-health 
centre
The article reports on provision of inpatient,  
outpatient, primary care and preventative 
health services
Doctors and nurses
Ireland 2 Community 
hospital
The articles report on provision of non-acute 
inpatient services and outpatient services
Nurses and allied health  
professionals, with input from 
GPs and geriatricians
The Netherlands 1 General  
practitioner  
hospital
The article reports on provision of acute 
and non-acute inpatient care, outpatient 
services.
GPs and nurses with support 
from paramedics and specialists
Table 3: Overview of services provided by community hospitals in different countries.
stays or inappropriate admission to acute inpatient care, 
including chronically ill and older patients [45–47]. A spe-
cific case of a community hospital is Hallingdal Sjukestugu 
in central Norway [27, 48]. Described as a ‘decentralised 
specialist health care service’, it is led by general practi-
tioners under telephone supervision of hospital special-
ists who are located in an acute hospital which is 170 km 
away and administers and funds the community hospital. 
It includes an inpatient department, which functions as 
an intermediate care unit, along with outpatient psychiat-
ric and somatic services, somatic daycare, a somatic inpa-
tient department, as well as a pre-hospital ambulance and 
air ambulance services.
There were only a small number of studies of commu-
nity hospitals in countries other than England, Scotland, 
Australia, NZ, and Norway, as noted earlier. One study 
set in the Netherlands described a community hospital 
that was established as an experiment after the closure 
of a former district general hospital west of Amsterdam 
[49]. Its 20 beds were designated as either ‘GP beds’ for 
GPs treating their own patients, ‘recovery beds’ for the 
rehabilitation of post-surgery patients, or ‘nursing home 
beds’ for patients awaiting a place in a nursing home. 
Services reported were low level care and observation, and 
included diagnostic facilities (e.g. laboratory and x-ray), 
allied health services (e.g. physiotherapy, occupational 
therapy and speech therapy), and outpatient clinics.
A number of studies described and evaluated the devel-
opment of new outpatient services in community hospi-
tals. Examples include a treatment and diagnostic centre 
for gynaecology [50] and a nurse-consultant-led clinic for 
patients with chronic musculo-skeletal pain [24], both set 
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in the UK. Several studies reported on outpatient services 
that were developed in collaboration with larger hospitals, 
such as services for people with eating disorders, which 
used videoconferencing to connect participants in com-
munity hospital sites with a specialist service within a large 
urban hospital for weekly therapy sessions [51]. Another 
example was the development of a teleopthamology ser-
vice by a regional hospital in Western Australia together 
with eye specialists in Perth which allowed digital images 
to be transmitted to the specialists for diagnosis [26]. Two 
studies described outreach chemotherapy services, deliv-
ering chemotherapy cycles in community hospitals by 
staff based at a larger hospital or care centre [34, 52].
Finally, two studies described the role of community hos-
pitals in the provision of maternity services. One Australian 
study reported on a rural community hospital providing 
pregnant women with access to monthly ultrasound, spe-
cialist maternity advice by telephone, and an obstetrician 
outpatient clinic several times a year [53]. Another study, 
also set in Australia, described a midwifery-led model of 
care within a rural hospital, providing low-risk women the 
option to give birth at their local hospital [54].
Staffing
The community hospital workforce includes GPs, general-
ist and specialist nurses, allied health professionals (e.g. 
physiotherapists, occupational therapists, dieticians) and 
healthcare assistants. This staff mix is described in stud-
ies of community hospitals in the UK [40], Norway [45], 
the Netherlands [49] and Australia [55]. In many hospitals 
GPs are in charge of hospital management [56], or have 
ultimate responsibility for patients and beds [49, 57]. In 
NZ the community hospital workforce also includes the 
non-specialist Medical Officers of Special Scale (MOSSes) 
[35, 58], a non-training position for a doctor who has not 
yet specialised [59]. Staffing models were described where 
MOSSes constitute the core of the medical workforce, sup-
ported by nursing staff and allied health professionals, 
together with back-up GPs or visiting specialists [58, 60].
In many community hospitals, medical doctors were 
reported to represent a small proportion of its staff, and 
were not available on site at all times. For example, a sur-
vey of NZ rural hospitals reported that 14% of hospitals 
had a GP on-site at all times and 41% had a facility for 
the GP to spend the night in the hospital [35], while a 
study of the ten community hospitals of the Powys region 
in Wales noted that none of these had resident medical 
doctors, including GPs [57]. Elsewhere, studies reported 
on-site availability of GPs only during weekdays, such as in 
a 12-bed intermediate care hospital in Norway [45], how-
ever, GPs are generally available to provide care at night 
and during week-ends, with on-call GPs committed to pro-
vide out-of-hours cover [23, 57, 60, 61].
In some countries, shortage of medical staff is reported 
to be an issue. This was the case for NZ, where 9% of 
medical staff positions were unfilled and 24% filled by 
locums [62], and in Greece [21]. One study in Australia 
[54] described difficulties experienced by a rural hospital 
in recruiting sufficiently skilled hospital medical offic-
ers, eventually leading to the closure of the maternity 
service. However, in this particular case it was possible to 
substitute medical officers with a midwife, permitting re-
opening of the service six weeks after its initial closure.
The role of specialists
Given that many community hospitals included in this 
review do not tend to have GPs on-site full time it is per-
haps not surprising that on-site presence of specialists is 
even less common. In most cases the specialist tends to 
perform an intermittent or remote supervisory role [43, 
54]. Models of such supervision include weekly oversight 
by a consultant from the nearest acute hospital [37], 
or regular educational visits [43]. One study from NZ 
reported on consultant surgeons who undertake visits to 
community hospitals over a distance of 150 km at least 
twice per week [58]. In more remote areas, specialist visits 
may be less frequent, such as, in Australia, the delivery of 
obstetrician outpatient clinics several times per year [53], 
or of specialist eye care offered by visiting specialists for 
one week two times per year [26].
This limited or remote specialist involvement means 
that GPs and nurses are required to be flexible in their roles 
and to demonstrate a broad spectrum of skills [23, 27]. 
For example, GPs may perform minor surgery or caesar-
ean sections [54] and have “multiple roles”, which include 
ward duty, GP clinics and emergency unit on-call, such as 
in a 20-bed rural hospital in Victoria, Australia [63]. Small 
regional hospitals in the Northern Territory in Australia 
are staffed with GPs trained to perform emergency and 
elective surgery [30]. As for nurses, they may have to dem-
onstrate skills in areas such as clinical procedures, diag-
nosis, leadership, patient-centred care, inter-professional 
communication, spiritual guidance and bereavement sup-
port [64], or to master some relatively complex diagnostic 
tools (e.g. for stroke [37] or chest pain [31]).
The role of nurses
The importance of the nurse’s role was particularly 
emphasised in community hospitals where, in addition 
to requirements for a broader skill set, they hold greater 
managerial [43] and patient-related responsibility than in 
larger hospitals [65]. Senior nurses or midwifes are often 
in charge of managing a unit or the whole hospital, as in 
the case of the 18 community hospitals reported on in Ire-
land [43]. They may be responsible for the patient from 
admission to discharge [66], without the patient seeing 
a doctor [63]. In other cases, nurses were in charge of the 
development and implementation of a specific specialist 
service, such as a chronic musculo-skeletal pain service 
[24] or a mental health liaison service [67]. Steers et al. 
[68], based on a review of the evidence of providing pallia-
tive care in community hospitals in the UK concluded that 
GPs generally acknowledged their dependence on nursing 
staff to support them to make timely management deci-
sions following the admission of patients.
Collaboration and integration with other services
Community hospitals tend to be highly collaborative and 
integrated with primary and secondary care as well as 
with third sector or community organisations [69]. This 
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is facilitated through the community hospitals’ role along 
the patient pathway, its function as a physical site for the 
co-location of services, and through a shared workforce 
with primary care and close collaborative working with 
acute specialists, described above.
For example, one of the functions community hospitals 
may take on is the provision of post-acute care. A study 
of the effect of an intermediate care hospital in Central 
Norway on the discharge process from acute to commu-
nity care found that the community hospital had a role in 
facilitating integration between care levels [45]. Staff at 
the acute hospital saw the community hospital providing 
‘an extension of a hospital department’ while those in pri-
mary care viewed it ‘as a buffer that provided preparations 
for discharge of the patients’. Staff of the community hos-
pital appear to liaise effectively with both acute and pri-
mary care, sharing information through medical records 
as well as further direct communication where necessary.
Physical co-location of different services also offers 
opportunity for collaboration and integration. Included 
studies report co-location of primary care, community 
care and social care services within the community hos-
pital [20, 70, 71]. A perhaps unusual case is that of a com-
munity hospital in Oxford, England, which was transferred 
to form a unit within a large tertiary teaching hospital. 
Special financial arrangements (a monthly fee) allows staff 
from the acute hospital, such as the specialist gerontolo-
gist, senior registrar and senior house officer, to support 
community hospital staff [40].
Given the core involvement of GPs in the delivery of 
community hospital services as described above, typically 
working in their practice in addition to delivering shifts 
in the hospital, they provide opportunity to build strong 
links between the community hospital and primary care 
[35, 49]. Indeed, in the UK, continuity of care delivered by 
local GPs known to the patient and their family was cited 
as one of the benefits of care in a community hospital [28].
Strong collaboration was reported between community 
hospitals and specialists located in acute hospitals, and 
a number of studies described different models of col-
laboration. For example, specialists from a nearby acute 
hospital are frequently reported to be available to provide 
remote advice and support when needed, for example by 
telephone or videoconferencing [66]. We earlier described 
Hallingdal Sjukestugu in Norway, which is funded and 
administered by an acute hospital with patients legally 
under the acute hospital’s professional responsibility [27]. 
As such the GPs are under remote supervision from a spe-
cialist at the acute hospital who must approve admissions 
by the GPs to the community hospital. In many cases, 
collaboration between community hospitals and larger 
hospitals or specialists has been described as a means to 
maximise local provision of services [30]. One example is 
the re-opening of the maternity unit in Mareeba District 
Hospital in Queensland, Australia as a midwifery-led 
model of care described above [54]. The unit is supported 
by an obstetrician at the base hospital who oversees all 
emergency care and pregnancy complications.
In many cases, collaboration between the community 
hospital and other health services is supported by the 
introduction of new technologies. Examples include a 
shared electronic health record to help facilitate links 
between the community hospital and primary care in 
Norway [45] or a telemedicine link between the commu-
nity hospital and a larger hospital. Use of telemedicine 
often involved direct interaction between the specialist 
and the patient, such as a tele-ophthalmology service in 
Australia [26, 72]. Other examples include the provision 
of a medical oncology outreach clinic, where oncologists 
from a larger hospital review patients in the commu-
nity hospital using video conferencing equipment [55], 
therapy sessions delivered by videoconference [51], vide-
oconference fracture clinics [33], telepharmacy [73] and 
remote commenting by radiographers [74]. In northeast 
Scotland, a minor injuries telemedicine network con-
nects 15 minor injury units in community hospitals to the 
emergency department at the regional teaching hospital 
[66]. Patients are seen by trained community hospital 
nurses, who can seek advice as required from medical staff 
and consultants based at the teaching hospital emergency 
department.
Ownership of community hospitals
Most community hospitals described in studies included 
in this review are public hospitals, which are the respon-
sibility of local or regional health authorities with regard 
to funding, management and commissioning of ser-
vices. However, reflecting the specific system context in 
different countries, ownership and management may 
take different forms. For example, an intermediate care 
department in Trondheim in the north of Norway, was 
established at a teaching nursing home to provide care for 
older patients initially admitted to the city acute hospital, 
but who no longer require acute medical supervision [46]. 
The goal was to create a new link between specialist care 
at a general acute hospital and community home care to 
aid recovery before final discharge of the patient to their 
own home. Under the Norwegian decentralised model of 
health care provision, the nursing home falls under the 
responsibility of the municipality.
One other example is that of a community hospital in 
Norfolk in the east of England, which is operated as a social 
enterprise following closure of inpatient beds previously 
operated by the NHS in 2005 [75]. Additionally, a 28-bed 
community hospital in Oxford, England, was described 
earlier. Considered “unfit for purpose”, it was integrated as 
a unit within a nearby acute tertiary hospital [40].
Discussion
Based on the published literature of community hospitals 
in high income countries, we find that community hos-
pitals may provide a wide spectrum of health services, 
including preventative and primary care, inpatient and 
outpatient services, medical and surgical care, and acute 
and chronic care. They are predominantly staffed by GPs 
and nurses, and may be supported by acute hospital spe-
cialists either on a visiting basis or through remote com-
munication. Community hospitals frequently reported 
strong collaboration with acute hospitals, as well as inte-
gration with primary care through a shared workforce.
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Our literature search included studies published since 
2005, building on a previous review by Heaney et al. [1]. 
Our findings show many similarities with this earlier 
review regarding the role of community hospitals within 
health care provision, and with the types of services 
offered. We did not identify studies on certain specific ser-
vices described by Heaney et al., such as cardiac care, how-
ever the literature reviewed in the present study reported 
on a more diverse range of service provision, which are 
often supported by acute specialists working remotely. We 
also found evidence of a wider use of telemedicine than 
described previously. As a scoping review, which aimed 
to map the evidence on community hospitals; this review 
did not assess the quality of the evidence, nor did it assess 
the effectiveness of the different types of community hos-
pitals. We therefore cannot derive any conclusion about 
which service formulations may be most appropriate. 
Furthermore, our review focused on published studies, 
which means that we only capture information on factors 
that were described by study authors. We do not capture 
information on community hospitals not reported in the 
range of sources we considered for the review or literature 
pertaining to services that may form part of a community 
hospital, but where the relevant study does not mention 
the facility itself, for example those examining midwifery 
units which may be located in community hospitals [76]. 
Furthermore, we will have found little evidence on topics 
that are difficult to measure or analyse, a challenge faced 
by many other reviews of complex care models. These lim-
itations suggest the need for more systematic interroga-
tion of practice in community hospitals through primary 
research.
This review was driven by our a priori working definition 
of community hospitals: those which provide inpatient 
beds, are led by community-based health professionals, 
and provide a range of services to a local community, and 
our findings are thus constrained within these bounda-
ries. However, within this broad definition the review has 
revealed the wide variety of community hospital models, 
with notable diversity in the range of services provided 
and in staffing arrangements to deliver them. This is fur-
ther summarised in Figure 2, which depicts our under-
standing of the nature and scope of services provided 
by community hospitals, based on our review of the evi-
dence. We believe that this figure can provide a helpful 
way to conceptualise the remit of community hospitals, 
obviating the need to provide a precise definition for 
what we have found to be an inherently variable model 
of service delivery. This conceptualisation sees commu-
nity hospitals occupying the space between, and to some 
extent encompassing primary care services, care and nurs-
ing home services, and acute hospital care. At the same 
time, services delivered by community hospitals stretch 
across acute, chronic and end-of-life care. We found that 
community hospitals performed many different roles in 
different contexts, including functioning as an extension 
of primary care through provision of outpatient services, 
as an alternative to acute hospital care for low-level inpa-
tient needs and as stepdown facilities from acute care. 
We also describe examples of community hospitals which 
focus on the delivery of non-acute inpatient care, such 
as post-acute care or rehabilitation care for older people, 
and others, which deliver a wide range of health care to 
a whole population, often in geographically remote loca-
tions where alternative services are not readily available. 
These potential areas of focus are indicated by the dashed 
circles in Figure 2.
One feature which was common to most community 
hospitals was the delivery of care by generalist doctors 
(GPs) and nurses. Although our initial definition broadly 
stated that the hospital should be led by “community-
based health professionals”, in the majority of examples 
identified by our review the hospitals were led by GPs or 
nurses, with only a few exceptions such as non-specialist 
medical officers in New Zealand, and community geriatri-
cians in England.
Our initial working definition stated that a community 
hospital should provide inpatient beds, which is in accord-
ance with the WHO definition of a hospital which specifies 
the provision of inpatient facilities [77]. Therefore, studies 
which described entities without inpatient beds were not 
included in our review. However, it is important to note 
that in England, the Community Hospital Association 
noted in 2008 that “16 community hospitals no longer 
have inpatient beds, and they are therefore categorised 
as Community Resource Centres” [78] and there may be 
increasing policy emphasis on their provision of outpa-
tient, rather than inpatient, care. This is further reflected 
in the more recent direction in England, which sees com-
munity hospitals expanding their diagnostic and outpa-
tient services. Given this trend, the distinctions between 
a ‘hospital’ which provides beds and a ‘resource centre’ 
or ‘enhanced primary care facility’ may be increasingly 
unhelpful when designing service delivery systems.
One particular feature of community hospitals appears 
to be their focus on health care provision to reflect local 
need, responding to geographical and health system con-
texts. The majority of the community hospitals covered in 
this review were located in rural settings, while there were 
also examples of urban community hospitals. However, 
reviewed studies frequently provided little information 
on the population or geographical area served by the hos-
pitals described, which limited our ability to explore the 
degree to which community hospitals adapt or develop in 
response to local contextual factors.
The evidence reviewed provided many examples for 
the provision of particular specialist services in commu-
nity hospital settings, including inpatient and outpatient 
services, which can be delivered in community hospital 
settings on a routine or intermittent basis, often with the 
aid of technological innovations. These findings provide 
important insights to inform the wider policy debate 
on shifting care into the community [79]. Joint working 
arrangements such as visits by travelling surgeons, shared 
posts across community and acute hospitals, or the use 
of telemedicine have allowed an increase in the range of 
services available in community hospitals as well as the 
level of specialisation of care delivered within community 
hospitals. Future technological developments allowing 
medical care to be delivered at a distance may be able to 
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expand the role of community hospitals further and to 
further address inequalities of health service access.
The studies reviewed highlighted the potential for 
community hospitals to act as an integrator of services 
locally. This potential integrative role, together with flex-
ible service development, places the community hospital 
in a strong position to respond to the current changing 
health system environment, in particular with regard to 
challenges posed by the rising number of people with 
multiple chronic conditions, combined with an age-
ing population, against a background of constrained 
resources [9]. Community hospitals may be able to take 
a key role in new models of care being developed, such 
as those proposed in England [15], through provision of 
a ‘community hub’ which already hosts a wide range of 
services, provides a setting for integration between health 
and social care organisations, and has strong links with 
the local community.
It was outside the scope of this study to assess the cost-
effectiveness of the provision of services in a community 
hospital compared with the provision of these services in 
other settings. Heaney et al. (2006) noted a lack of suf-
ficiently robust evidence on the cost-effectiveness of com-
munity hospitals [1], and it will be important to examine 
in detail the different services provided and the costs and 
benefits of provision in different settings.
Conclusion
This scoping review, drawing on literature from 10 high-
income countries published since 2005, found that com-
munity hospitals operate in a manner which situates them 
at the boundary of primary care, acute hospital care and 
nursing home care and that cover the full spectrum of ser-
vice provision from preventative and primary care, to inpa-
tient surgical or medical care. Services tend to be delivered 
by generalist doctors and nurses, with specialist physicians 
visiting occasionally to deliver particular services in some 
cases. The literature highlighted the potential for com-
munity hospitals to respond to different geographical and 
health system contexts and their integrative role in local ser-
vice provision which may be particularly important in the 
design of future models of care delivery, where an emphasis 
will be placed on integration of patient-centred care from 
those traditionally situated in different care sectors.
Acknowledgements
The authors would like to thank Jody Larkin and Brooke 
Hyatt, from RAND Knowledge Services who assisted with 
searching and retrieval of references. We are grateful for 
the input of our Community Hospital Advisory Group 
members: Sir Lewis Ritchie, Deborah Davidson, Heather 
Eardley, John Crilly, Tessa Crilly, Jane Farmer, John Glad-
man, Suzanne Jones, Kate Massey, Satti Saggu, Helen 
Tucker, David Wood, John Young. We would also like to 
thank Professor Martin Roland for his review of several 
drafts of this manuscript.
This project was funded by the National Institute for 
Health Research Health Services and Delivery Research 
programme (project number 12/177/14).
Reviewers
Øystein Lappegard, PhD, Medical Chief Officer, Ål munici-
pality, Norway.
Dr Martyn Williamson, Senior Lecturer, Department 
General Practice and Rural Health, Dunedin School of 
Medicine, Otago University, New Zealand.
Figure 2: Nature and scope of services provided by CHs.
Winpenny et al: Community Hospitals in Selected High Income CountriesArt. 13, page 10 of 13  
Competing Interests
The authors have no competing interests to declare.
Authors Contributions
EW, CM, SK, EP, EvT and EN designed the study; EW, CM, 
SK, JC conducted screening of literature for inclusion, data 
extraction and data analysis; EW, JC, CM, SK, EP, EvT, TL 
and EN were involved in ongoing discussion of the meth-
odology and results and contributed to the analysis and 
synthesis of findings and the drafting of the manuscript. 
All authors read and approved the final manuscript.
Disclaimer
The views and opinions expressed in this paper are those 
of the authors and do not necessarily reflect those of the 
Health Services and Delivery Research programme, NIHR, 
NHS or the Department of Health.
References
 1. Heaney, D, Black, C, O’Donnell, CA, Stark, C 
and van Teijlingen, E. Community hospitals – The 
place of local service provision in a modernising 
NHS: An integrative thematic literature review. BMC 
Public Health. 2006; 6: 309. DOI: http://dx.doi.
org/10.1186/1471-2458-6-309
 2. Royal College of General Practitioners. Com-
munity hospitals–preparing for the future. A report 
from the Liaison Group of the Royal College of Gen-
eral Practitioners and Associations of General Prac-
titioner Community Hospitals. Occas Pap R Coll Gen 
Pract. 1990; 43: 1–51.
 3. Ritchie, LD and Robinson, K. Community hospi-
tals: new wine in old bottles? Br J Gen Pract. 1998; 
48(428): 1039–1040.
 4. Department of Health. Our health, our care, our 
say: a new direction for community services. Lon-
don: The Stationery Office; 2006. Available from: 
https://www.gov.uk/government/uploads/system/
uploads/attachment_data/file/272238/6737.pdf 
(cited 1 April 2016).
 5. Future Hospital Commission. Future hospital: 
caring for medical patients. London: Royal College 
of Physicians; 2013. Available from: https://www.
rcplondon.ac.uk/projects/outputs/future-hospital-
commission (cited 1 April 2016).
 6. Care Services Improvement Partnership. Devel-
oping community hospitals. Models of ownership: 
options for community hospitals. London: Depart-
ment of Health; 2006.
 7. Department of Health. Our health, our care, our 
community: investing in the future of community 
hospitals and services. London: The Stationery Office; 
2006. Available from: http://webarchive.national-
archives.gov.uk/+/http://dh.gov.uk/prod_consum_
dh/groups/dh_digitalassets/@dh/@en/documents/
digitalasset/dh_4136932.pdf (cited 1 April 2016).
 8. Department of Health. Delivering Care Closer to 
Home: Meeting the Challenge. London: Department 
of Health; 2008.
 9. NHS England. The NHS Five Year Forward View. 
London: NHS England; 2014. Available from: 
https ://www.england.nhs .uk/wp-content/
uploads/2014/10/5yfv-web.pdf (cited 1 April 2016).
 10. The Scottish Government. Community hospitals 
strategy refresh. Edinburgh: The Scottish Govern-
ment; 2012. Available from: http://www.gov.scot/
Resource/0039/00391837.pdf (cited 1 April 2016).
 11. Ministero della Salute: Regolamento recante. 
“Definizione degli standard qualitativi, strutturali, 
tecnologici e quantitativi relativi all’assistenza ospe-
daliera, in attuazione dell’articolo 1, comma 169, della 
legge 30 dicembre 2004, n. 311” e dell’articolo 15, 
comma 13, lettera c), del decreto-legge 6 luglio 2012, 
n. 95 convertito, con modificazioni dalla legge 7 ago-
sto 2012, n. 135. (Regulation on “Definition of quality 
standards, structural, technological and quantitative 
hospital care, in implementation of Article 1, para-
graph 169, of Law December 30, 2004, n. 311” and 
Article 15, paragraph 13, letter c) of the Decree-law 
of 6 July 2012, n. 95, with amendments by the Law 
of 7 August 2012, n. 135.) 2014 (in Italian).
 12. Norwegian Ministry of Health and Care 
Services. The Coordination Reform: Proper treat-
ment – at the right place and right time. Oslo: Nor-
wegian Ministry of Health and Care Services; 2009. 
Available from: https://www.regjeringen.no/en/ 
dokumenter/report.no.-47-to-the-storting-2008- 
2009/id567201/?q=The coordination reform (cited 
6 June 2016).
 13. Scottish Executive. Developing community hos-
pitals: a strategy for Scotland. Edinburgh: Scottish 
Executive; 2006. Available from: http://www.gov.
scot/Resource/Doc/161360/0043790.pdf (cited 
1 April 2016).
 14. Care Services Improvement Partnership. 
Reviews of community hospital/intermediate care 
provision: good practice guide. London: Depart-
ment of Health; 2008.
 15. NHS England. New care models: Vanguards - devel-
oping a blueprint for the future of NHS and care ser-
vices; 2016. Available from: https://www.england.
nhs.uk/wp-content/uploads/2015/11/new_care_
models.pdf (cited 6 June 2016).
 16. Tucker, H. We know community hospitals work. 
And at last, so does the NHS. The Guardian. 2016 
May 30. Available from: http://www.theguardian.
com/commentisfree/2014/may/30/community-
hospitals-simon-stevens-nhs (cited 6 June 2016).
 17. Arksey, H and O’Malley, L. Scoping studies: 
towards a methodological framework. Int J Soc Res 
Methodol. 2005; 8(1): 19–32. DOI: http://dx.doi.
org/10.1080/1364557032000119616
 18. Levac, D, Colquhoun, H and O’Brien, KK. 
Scoping studies: advancing the methodology. 
Implement Sci. 2010; 5: 69. DOI: http://dx.doi.
org/10.1186/1748-5908-5-69
 19. Popay, J, Roberts, H, Sowden, A, Petticrew, M, 
Arai, L, Rodgers, M, Britten, N, Roen, K and 
Winpenny et al: Community Hospitals in Selected High Income Countries Art. 13, page 11 of 13
Duffy, S. Guidance on the conduct of narrative syn-
thesis in systematic reviews. A product from the ESRC 
methods programme. Lancaster: Lancaster University; 
2006.
 20. Baillie, J. Green ‘heart’ for new community hospi-
tal. Health Estate. 2013; 67(6): 47–52.
 21. Kontodimopoulos, N, Nanos, P and Niakas, D. 
Balancing efficiency of health services and equa-
ity of access in remote areas in Greece. Health 
Policy. 2006; 76(1): 49–57. DOI: http://dx.doi.
org/10.1016/j.healthpol.2005.04.006
 22. Tescher, P and Chen, TM. Emergency depart-
ment performance at a small rural hospital: 
an independent in-depth review. Aust J Rural 
Health. 2009; 17(6): 292–297. DOI: http://dx.doi.
org/10.1111/j.1440-1584.2009.01101.x
 23. Blattner, K, Nixon, G, Jaye, C and Dovey, S. Intro-
ducing point-of-care testing into a rural hospital set-
ting: thematic analysis of interviews with providers. 
J Prim Health Care. 2010; 2(1): 54–60.
 24. Ryan, S, Hassell, A, Thwaites, C, Manley, K and 
Home, D. Developing a new model of care for 
patients with chronic musculoskeletal pain. J Nurs 
Manag. 2007; 15(8): 825–829. DOI: http://dx.doi.
org/10.1111/j.1365-2934.2007.00761.x
 25. Wong, M, Rietzschel, J and Mulherin, D. Evalua-
tion of a multidisciplinary outpatient pain manage-
ment programme based at a community hospital. 
Musculoskeletal Care. 2009; 7(2): 106–106. DOI: 
http://dx.doi.org/10.1002/msc.147
 26. Kumar, S, Yogesan, K, Hudson, B, Tay-Kearney, 
ML and Constable, IJ. Emergency eye care in rural 
Australia: Role of internet. Eye (Lond). 2006; 20(12): 
1342–1344. DOI: http://dx.doi.org/10.1038/sj.eye. 
6702104
 27. Lappegard, O and Hjortdahl, P. Acute admissions to a 
community hospital: experiences from Hallingdal sjuke-
stugu. Scand J Public Health. 2012; 40(4): 309–315. 
DOI: http://dx.doi.org/10.1177/1403494812450372
 28. Hawker, S, Kerr, C and Payne, S. End-of-life care in 
community hospitals: the perceptions of bereaved 
family members. Palliat Med. 2006; 20(5): 541–541. 
DOI: http://dx.doi.org/10.1191/0269216306pm1170oa
 29. Menakuru, SR, Philip, T, Ravindranath, N and 
Fisher, PW. Outcome of inguinal hernia repair 
at two rural hospitals in northern Scotland. Sur-
geon. 2006; 4(6): 343–345. DOI: http://dx.doi.
org/10.1016/S1479-666X(06)80109-5
 30. Carson, PJ. Providing specialist services in Aus-
tralia across barriers of distance and culture. World 
J Surg. 2009; 33(8): 1562–1567. DOI: http://dx.doi.
org/10.1007/s00268-009-0088-1
 31. Paynter, M. Evaluating use of telemedicine within a 
minor injury unit. Nurs Times. 2008; 104(42): 30–31.
 32. Mensour, M, Pineau, R, Sahai, V and Michaud, J. 
Emergency department procedural sedation and 
analgesia: A Canadian Community Effectiveness and 
Safety Study (ACCESS). CJEM. 2006; 8(2): 94–99. DOI: 
http://dx.doi.org/10.1017/S1481803500013531
 33. McGill, A and North, J. An analysis of an ongoing 
trial of rural videoconference fracture clinics. J Tel-
emed Telecare. 2012; 18(8): 470–472. DOI: http://
dx.doi.org/10.1258/jtt.2012.GTH110
 34. Neame, B. Delivering chemotherapy with a nurse-
led cancer outreach service. Nurs Times. 2008; 
104(49): 28–29.
 35. Williamson, M, Gormley, A, Dovey, S and Farry, P. 
Rural hospitals in New Zealand: results from a sur-
vey. N Z Med J. 2010; 123(1315): 20–29.
 36. Fleet, R, Poitras, J, Maltais-Giguere, J, Villa, J and 
Archambault, P. A descriptive study of access to 
services in a random sample of Canadian rural emer-
gency departments. BMJ Open. 2013; 3(11). DOI: 
http://dx.doi.org/10.1136/bmjopen-2013-003876
 37. Dobrzanska, L, Young, L and Patterson, C. Pilot-
ing stroke rehabilitation in a community hospital. 
Nurs Times. 2006; 102(43): 30–31.
 38. Green, J, Young, J, Forster, A, Mallinder, K, 
Bogle, S, Lowson, K and Small, N. Effects of local-
ity based community hospital care on independence 
in older people needing rehabilitation: randomised 
controlled trial. BMJ. 2005; 331(7512): 317–320. DOI: 
http://dx.doi.org/10.1136/bmj.38498.387569.8F
 39. Green, J, Forster, A, Young, J, Small, N and Spink, J. 
Older people’s care experience in community and 
general hospitals: a comparative study. Nurs Older 
People. 2008; 20(6): 33–39. DOI: http://dx.doi.org/ 
10.7748/nop2008.07.20.6.33.c6617
 40. Owen, V. Community care in a hospital setting. 
Nurs Stand. 2010; 24(45): 20–21. DOI: http://dx.doi.
org/10.7748/ns.24.45.20.s25
 41. Kerr, C, Payne, S and Hawker, S. End-of-life care 
for older people in community hospitals. End Life C. 
2008; 2(1): 47–47.
 42. Payne, S, Hawker, S, Kerr, C, Seamark, D, 
Roberts, H, Jarrett, N and Smith, H. Experiences 
of end-of-care in community hospitals. Health Soc 
Care Community. 2007; 15(5): 494–501. DOI: http://
dx.doi.org/10.1111/j.1365-2524.2007.00714.x
 43. O’Hanlon, S and Liston, R. Education in geriatric 
medicine for community hospital staff. Br J Com-
munity Nurs. 2010; 15(12): 583–586. DOI: http://
dx.doi.org/10.12968/bjcn.2010.15.12.583
 44. Kelly, M and McSweeney, E. Re-visioning res-
pite: a culture change initiative in a long-term 
care setting in Eire. Quality in Ageing and Older 
Adults. 2009; 10(3): 4–4. DOI: http://dx.doi.
org/10.1108/14717794200900020
 45. Dahl, U, Steinsbekk, A, Jenssen, S and 
Johnsen, R. Hospital discharge of elderly patients 
to primary health care, with and without an inter-
mediate care hospital – a qualitative study of health 
professionals’ experiences. Int J Integr Care. 2014; 
14: e011. DOI: http://dx.doi.org/10.5334/ijic.1156
 46. Garasen, H, Windspoll, R and Johnsen, R. Inter-
mediate care at a community hospital as an alter-
native to prolonged general hospital care for 
elderly patients: a randomised controlled trial. 
Winpenny et al: Community Hospitals in Selected High Income CountriesArt. 13, page 12 of 13  
BMC Public Health. 2007; 7: 68. DOI: http://dx.doi.
org/10.1186/1471-2458-7-68
 47. Garåsen, H, Windspoll, R and Johnsen, R. Long-
term patients’ outcomes after intermediate care at a 
community hospital for elderly patients: 12-month 
follow-up of a randomized controlled trial. Scand J 
Public Health. 2008; 36(2): 197–204. DOI: http://
dx.doi.org/10.1177/1403494808089685
 48. Lappegard, O and Hjortdahl, P. The choice of alterna-
tives to acute hospitalization: a descriptive study from 
Hallingdal, Norway. BMC Fam Pract. 2013; 14(1): 87. 
DOI: http://dx.doi.org/10.1186/1471-2296-14-87
 49. Moll van Charante, EP, Hartman, EE, Ijzermans, CJ, 
Voogt, E, Klazinga, NS and Bindels, PJE. The general 
practice clinic in Ijmuiden: A special transmural exper-
iment. Huisarts Wet. 2005; 48(3): 102–108.
 50. Penfold, J. Introducing convenience and calm to 
gynaecology. Primary Health Care. 2013; 23(9): 8–8. 
DOI: http://dx.doi.org/10.7748/phc2013.11.23.9.8.s9
 51. Simpson, S, Bell, L, Knox, J and Mitchell, D. 
Therapy Via Videoconferencing: A Route to Client 
Empowerment? Clin Psychol Psychother. 2005; 12(2): 
156–165. DOI: http://dx.doi.org/10.1002/cpp.436
 52. Pace, E, Dennison, S and Morris, J. Chemotherapy 
in the community: what do patients want? Eur J Can-
cer Care (Engl). 2009; 18(2): 209–209. DOI: http://
dx.doi.org/10.1111/j.1365-2354.2008.01051.x
 53. Schultz, R, Lockey, R and Oats, JJ. Birthing in 
the Barkly: births to Barkly women in 2010. Rural 
Remote Health. 2013; 13(3): 2396.
 54. Scherman, S, Smith, J and Davidson, M. The first 
year of a midwifery-led model of care in Far North 
Queensland. Medical Journal of Australia. 2008; 
188(2): 85–88.
 55. Sabesan, S, Van Houts, B and Parkinson, C. Fac-
tors to consider when starting up a videoconfer-
ence medical oncology outreach clinic. Aust J Rural 
Health. 2010; 18(2): 89–90. DOI: http://dx.doi.
org/10.1111/j.1440-1584.2010.01132.x
 56. Green, J, Young, J and Forster, A. Background to 
the post-acute care trial of community hospital reha-
bilitation for older people. Int J Ther Rehabil. 2006; 
13(2): 66–66. DOI: http://dx.doi.org/10.12968/
ijtr.2006.13.2.21355
 57. Wolfenden, J, Dunn, A, Holmes, A, Davies, C and 
Buchan, J. Track and trigger system for use in com-
munity hospitals. Nurs Stand. 2010; 24(45). DOI: 
http://dx.doi.org/10.7748/ns.24.45.35.s50
 58. Ryan, SM, Milsom, P, Yang, J and Snyman, G. 
Travelling surgeons—a clinical audit of laparoscopic 
cholecystectomy procedures in Northland, New Zea-
land. N Z Med J. 2009; 122(1305): 34–40.
 59. Medical Council of New Zealand. Glossary (web-
page on the Internet). 2011. Available from: https://
www.mcnz.org.nz/glossary/#M (cited 13 Oct 2015).
 60. Williamson, M, Gormley, A and Farry, P. Otago 
rural hospitals study: what do utilisation rates tell 
us about the performance of New Zealand rural hos-
pitals? N Z Med J. 2006; 119(1236): U2030.
 61. Kerr, C, Hawker, S and Payne, S. Out-of-hours 
medical cover in community hospitals: implica-
tions for palliative care. Int J Palliat Nurs. 2006; 
12(2): 75–75. DOI: http://dx.doi.org/10.12968/
ijpn.2006.12.2.20534
 62. Lawrenson, RA, Nixon, G and Steed, RH. The rural 
hospital doctors workforce in New Zealand. Rural 
Remote Health. 2011; 11(2): 1588.
 63. Chen, TM and Tescher, P. Emergency department 
demographics at a small Australian rural hospital. 
Rural Remote Health. 2010; 10(1): 1318.
 64. Payne, S, Hawker, S, Kerr, C, Seamark, D, 
Jarrett, N, Roberts, H and Smith, H. Healthcare 
workers’ skills: Perceived competence and experi-
ences of end-of-life care in community hospitals. 
Prog Palliat Care. 2007; 15(3): 118–125. DOI: http://
dx.doi.org/10.1179/096992607X196033
 65. Tucker, J, Hundley, V, Kiger, A, Bryers, H, 
Caldow,  J, Farmer, J, Harris, F, Ireland, J and 
van Teijlingen, E. Sustainable maternity services 
in remote and rural Scotland? A qualitative survey 
of staff views on required skills, competencies and 
training. Qual Saf Health Care. 2005; 14(1): 34–40. 
DOI: http://dx.doi.org/10.1136/qshc.2004.010561
 66. Miller, DR, Alam, K, Fraser, S and Ferguson, J. 
The delivery of a minor injuries telemedicine ser-
vice by Emergency Nurse Practitioners. J Telemed 
Telecare. 2008; 14(3): 143–144. DOI: http://dx.doi.
org/10.1258/jtt.2008.003013
 67. Hughes, CP. The development of a nurse-led liai-
son mental health service for older people in Ches-
terfield, Derbyshire, UK. J Psychiatr Ment Health 
Nurs. 2008; 15(7): 595–604. DOI: http://dx.doi.
org/10.1111/j.1365-2850.2008.001279.x
 68. Steers, J, Brereton, L and Ingleton, C. Palliative care 
for all? A review of the evidence in community hos-
pitals. Int J Palliat Nurs. 2007; 13(8): 392–399. DOI: 
http://dx.doi.org/10.12968/ijpn.2007.13.8.24538
 69. Tucker, H. Discovering integrated care in com-
munity hospitals. Journal of Integrated Care. 2013; 
21(6): 336–346. DOI: http://dx.doi.org/10.1108/
JICA-10-2013-0038
 70. Baillie, J. Hospital benefits from harmonious set-
ting. Health Estate. 2009; 63(6): 56–59.
 71. Moore, A. Community services: Why all’s ending 
well in Wells. Health Serv J. 2011; 121(6270): 19–21.
 72. Hall, G, Hennessy, M, Barton, J and Coroneo, M. 
Teleophthalmology-assisted corneal foreign body 
removal in a rural hospital. Telemed J E Health. 2005; 
11(1): 79–83. DOI: http://dx.doi.org/10.1089/
tmj.2005.11.79
 73. Poulson, LK, Nissen, L and Coombes, I. Pharma-
ceutical review using telemedicine – a before and 
after feasibility study. J Telemed Telecare. 2010; 
16(2): 95–99. DOI: http://dx.doi.org/10.1258/
jtt.2009.090716
 74. Howard, ML. An exploratory study of radiogra-
pher’s perceptions of radiographer comment-
ing on musculo-skeletal trauma images in rural 
Winpenny et al: Community Hospitals in Selected High Income Countries Art. 13, page 13 of 13
community based hospitals. Radiography. 2013; 
19(2): 137–141. DOI: http://dx.doi.org/10.1016/j.
radi.2012.12.002
 75. Wallis, L. The business of community spirit. Nurs 
Stand. 2008; 22(35): 62–63. DOI: http://dx.doi.
org/10.7748/ns2008.05.22.35.62.p4166
 76. Birthplace in England Collaborative Group, 
Brocklehurst, P, Hardy, P, Hollowell, J, Linsell, L, 
Macfarlane, A, et al. Perinatal and maternal 
outcomes by planned place of birth for healthy 
women with low risk pregnancies: the Birthplace in 
England national prospective cohort study. BMJ. 
2011; 343: d7400. DOI: http://dx.doi.org/10.1136/
bmj.d7400
 77. World Health Organization. Hospitals (web-
page on the internet). [webpage on the internet]. 
Available from: http://www.who.int/topics/hospi-
tals/en/ (webpage on the internet).
 78. Community Hospitals Association. Profiling 
Community Hospitals in England 1998–2008. Com-
munity Hospitals Association; 2008.
 79. Ettelt, S, Nolte, E, Mays, N, Thomson, S, 
McKee,  M and the International Healthcare 
Comparisons Network. Health care outside 
hospital: Accessing generalist and specialist care in 
eight countries. Copenhagen: World Health Organi-
zation on behalf of the European Observatory on 
Health Systems and Policies; 2006.
 80. Ritchie, L. Community hospitals in Scotland - promot-
ing progress. Aberdeen: University of Aberdeen; 1996.
 81. McKee, M and Healy, J. Hospitals in a changing 
Europe: Open University Press Buckingham; 2002.
How to cite this article: Winpenny, E M, Corbett, J, Miani, C, King, S, Pitchforth, E, Ling, T, van Teijlingen, E and Nolte, E 2016 
Community Hospitals in Selected High Income Countries: A Scoping Review of Approaches and Models. International Journal of 
Integrated Care, 16(4): 13, pp. 1–13, DOI: http://dx.doi.org/10.5334/ijic.2463
Submitted: 01 April 2016   Accepted: 24 October 2016   Published: 24 November 2016
Copyright: © 2016 The Author(s). This is an open-access article distributed under the terms of the Creative Commons 
Attribution 4.0 International License (CC-BY 4.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original author and source are credited. See http://creativecommons.org/licenses/by/4.0/.
 
        OPEN ACCESS International Journal of Integrated Care is a peer-reviewed open access journal published 
by Ubiquity Press.
